THE present paper had its origin when a vacancy recently occurred on the staff of our hospital and I urged that what was really required was an ophthalmic physician, not an ophthalmic surgeon. My arguments in support of this course were met by the answer that it was " not done" at any other hospital, and, secondly, that there were no men available or educated for such a post. I was then challenged to bring the subject forward for open discussion.
another new operation for glaucoma; we can still discuss the best form of cataract extraction; and someone may some day invent a successful operation to cure detachment Qf the retina or conical cornea, though I doubt if success is likely to come from the surgical side in the treatment of these diseases.
On the medical side, however, there are endless possibilities which we try to tackle with our second-hand scraps of medical knowledge, picked up from such general medical information as may be current, but with no means of studying the problems from a strictly medical standpoint. Of course, we have physicians attached to our ophthalmic hospitals, but their position is that of consulting referees; they do not have patients of their own. To them we refer cases, but the result is not very satisfactory. There is divided responsibility, or more generally the responsibility rests with the surgeon, even in well-marked medical cases, since the eye-svmptom is the most obvious factor. This is specially the case in hospital practice. In private practice the responsibility is more often shared, though even there the need of a physician who can grasp the full importance of the ophthalmic problem is acutely felt. In doubtful cases the physician seldom suggests a cause, and, having returned a negative to the question we have asked, the problem ceases to interest him. Where the diagnosis is obvious he shirks treatment, since the eye-symptom is the guiding factor; and where the case is transferred to the physician he is seldom in a position to study it from the ophthalmic point of view. At present our consulting physicians are not appointed for their knowledge of ophthalmology, but for their knowledge in some branch of medicine, generally with a leaning to neurology. We should still require the consulting physician for special cases, but what we require are ophthalmic physicians, who do their own ophthalmic work and have to live, so to speak, with their ophthalmic failures, and to study ophthalmic cases from a physician's point of view and with a physician's experience.
SPECIAL PROBLEMS FOR THE PHYSICIAN.
The need of the physician in ophthalmology seems to me so obvious, that I will not weary you with elaborating the point, but will merely mention some of the most noteworthy instances.
(1) The various vascular conditions; variations in blood pressure, arterio-sclerosis, vasculawr degeneration, thrombosis, and all the allied conditions associated with renal, hepatic, and cardiac diseases.
(2) The diseases of the central nervous system, not only those of more or less obvious central nerve disease-tabes, disseminated sclerosis, cerebral tumours, ocular paralyses-but the many obscure ocular maladies which fall between the surgical and medical sides of ophthalmology; unexplained optic atrophies, headaches of apparently visual origin, but without ocular symptoms as yet within our range of diagnosis.
(3) The many toxic or septic conditions giving rise to definite ocular disease, such as irido-cyclitis, in which the present position is most unsatisfactory. At present we refer the case to the consulting physician, dentist, pathologist, and all the rest, and get a series of negative reports, and the case comes back to us for empirical treatment; whereas it ought to come back to the physician and live with him until he has found a cause. Our training and means of research are totally inadequate to the scientific investigation of medical cases. Toxic conditions, giving rise to iritis, cataract, retinal changes, in diabetes, albuminuria, syphilis, tubercle, septic and other conditions, and toxaemia fromn drugs, form a list too long to enumerate.
(4) The various nutritional diseases, giving rise to corneal ulcers. These cases I consider peculiarly disgraceful to us, especially the children with recurrent corneal ulcers, which defy local treatment and result in permanent corneal nebulae.
This classification by no ineans exhausts the medical side of ophthalmology, but may be sufficient to show how totally inadequate is our education to deal with a very large proportion of our cases. The fact that we are educated as surgeons tends to dull our keenness in and power of investigating the primary causes of certain ophthalmic problems. We are very loth to stray beyond the orbit, and our education is not wide enough to enable us to do so with profit.
CATARACT AND GLAUCOMA; MYoPic DETACHMENT OF THE RETINA.
Take the case of cataract. Here we know that, in the ultimate result, we can operate to relieve the worst of the symptoms. We look with suspicion on any non-operative system of treating cataract. Most of these systems -depend on some local application to the eye, and are not based on any investigation as to the cause. We know too well the fallacies of the results claimed for this or that system of drops "dissolving" cataracts, and we rightly avoid anything that savours so strongly of quackery.
But if we consider the extraordinary variations in the rapidity of progress in some ydung or middle-aged cases of cataract-how they will start rapidly, and then become quiescent, or even improve-surely there is sufficient evidence that they are due to soime constitutional cause beyond our power of recognition as surgeons. The causation of cataract requires a more subtle investigation than we can give it.
Take again the glaucomas. I cannot see how any thoughtful man can be satisfied with either the surgical diagnosis or treatment of many of them. A proportion of them are due to anatomical causes, and are relieved or cured by surgical means. But there are a number which defy surgical treatment, and do not exhibit any anatomical cause; yet theyprogress, their disks show deep cupping without any evidence of increased tension, and we are driven to the supposition that they have increased tension when we are not looking. Some of the acute glaucomas, too, show a virulence for which no anatomical explanation is sufficient. While the actual treatment of the state of hypertension must remain in surgical hands, yet there are many questions in causation and treatment which require to be investigated by the physician. It is not to our credit that, glaucoma having occurred in one eye, we should be so prolific in theories and so ignorant as to its causation that we are unable to prevent its onset in the other, except by operation. Yet we rarely refer our cases of glaucoma to our physician, probably because we know he is not sufficiently familiar with the condition to be of any real help.
For many years I studied myopias, and convinced myself that they were often due to constitutional causes, taking the view that the sclerotic became soft and yielded to normal pressures. I still think so. But I gave up the subject, because I was not enough of a physician to follow it up. Here, too, the fact that we can relieve the symptoms by correcting the error of refraction lulls us into thinking that we are treating the disease; which, however, is far from the case.
Our attitude towards detachment of the retina is even more hopeless. Even if we leave out of consideration the detachments in highly myopic eyes, which, according to some, have an anatomical cause, yet still we have detachments occurring in emmetropes, or in eyes with only a low degree of myopia. A detaehment having occurred in one eye, it is more than probable that it will occur in the other. Yet we are incompetent to give any advice, based on knowledge of causation, to prevent such a calamity. Our surgical treatment of these cases is, on the whole, a failure. One per cent. would be a high average of success. Surely we should do well to hand the lot to the physician, and see what he can make of them.
THE EDUCATION OF THE OPHTHALMOLOGIST.
The education of the ophthalmologist is primarily at fault. We insist in the first place that a man must pass the highest examination in general surgery, which it is true gives us an exceptional type of man, but which has practically no bearing on eyes. He wastes years in acquiring the requisite anatomical and surgical knowledge to pass this examination, when his time would be better spent an acquiring some knowledge of medicine and of his own specialty. It is by no means unusual to find amongst ophthalmic surgeons men who not only confess to ignorance of the medical side of ophthalmology, but who seem to glory in their detachment from medicine. At present we act as eyes to the physician, but I hold that the physician should see for himself, and he requires a larger experience than can bWe derived from studying only special cases.
I do not expect much support from ophthalmic surgeons on the medical side of the question, for the surgeon is an extraordinarily selfsatisfied man, and generally thinks himself at least the equal of the physician on the medical side of his art, a position justified, perhaps, by the small amount of help at present given by the physician. On the surgical side, however, I hope to carry conviction.
The actual surgical work of the ophthalmologist forms only a small proportion-not more than 1 or 2 per cent.-of the whole mass of work to be done. As at present arranged, any man going in for " eyes " is supposed to b6 an " ophthalmic surgeon," and must assume himself, and be assumed to be, capable of doing any ophthalmic operation. Yet what has his training been, and what opportunity has he had of dealing with operative cases? A man may work ten to fifteen years at our leading ophthalmic hospitals and never do a major ophthalmic operation. Yet he is a highly trained ophthalmologist except in operative skill, which he must gain in the school of experience-expensive alike to himself and his patients-if he is ever to get on the staff of a hospital and become an efficient-ophthalmic surgeon. In due course he will have to undertake his first major operation. He cannot under the present system decline. He is an ophthalmic surgeon, and he must either undertake the operation or put himself into an inferior rank and pass the case on to another.
The war has brought us many " ophthalmic specialists" who are in no way ophthalmic surgeons. In a case known to me one of them came across a case of cataract. He did not feel himself competent and got another man to " help " him with the operation. Unfortunately, he showed but little wisdom in his choice of a helpmeet. He chose a peculiarly incompetent but confident young man, who had never been trusted to do any but the simplest operations. Between them they operated, with the natural result. I have not heard what happened to the other eye.
DIFFICULTIES OF TEACHING OPERATIVE WORK.
The question of teaching operative work is a very difficult one. It would obviously be iinpossible and undesirable to teach operative work to the large number of men passing through our hospitals seeking ophthalmic training. They cannqt all become operators. It would be unjust to the patients and to the hospital. Ophthalmic surgery differs from all other surgery in that there is no gradual road to competence.
You ca-nnot allow a man to begin an operation, say,\for extraction of cataract and, if he gets into difficulties, step in and set things right. The mischief is done, and men have only two eyes. Instructing men in eye operations is a most painful proceeding, even when they have watched and helped you at previous operations. From the introduction of the speculum to its removal there is often a series of mistakes and some clumsiness, even in such operations as tenotoby, advancement, or excision.
There are many distinguished ophthalmologists who are in no way fitted to be surgeons. They are either innately clumsy, over-confident, or hopelessly nervous and anxious, so that they are quite incapable of doing justice either to themselves or their patients. One of the best ophthalmologists I have known was constitutionally unfit to operate; over-conscientious, he was always unhappy at his operations, and could never do himself justice; his failures caused him acute distress and sleepless nights. Yet there was no way out for him. It would, I think, be better for the profession if ophthalmic operations were in fewer hands. Such an arrangement would tend not only to a higher standard of operative skill, but to enterprise and progress in surgical treatment. The surgeon, being no longer required to treat cases essentially medical, would be free to devote himself with a single eye to the advancement and perfection of surgical methods, and would have in addition increased opportunity for their practice. Surgeon and patient alike would benefit. It would then be possible to have private ophthalmic hospitals, -accustomed to and equipped for ophthalmic operations, instead of being dependent upon nursing-homes, where eye operations are infrequent and the nursing and equipment unsatisfactory.
The present position is not fair to the public, and is not to the honour of ophthalmic surgery, nor to its profit. It would be far better for all concerned if we recognized ophthalmic physicians as well as ophthalmic surgeons.
CONCLUSION.
My remedies for the present conditions would be:
(1) To improve ophthalmic education.
(2) To appoint ophthalmic physicians to our hospitals. In place of the Fellowship I would substitute an ophthalmic qualification, and it should be possible to qualify medically or surgically. The surgical qualification would require evidence of operative skill. Even for an ordinary medical qualification, a man is required to have attended his twenty or thirty cases of midwifery. Is it too much to ask that he should show evidence of some operative skill in ophthalmic surgery before he is admitted as an ophthalmic surgeon ?
These changes would take time. But the recognition of ophthalmic physicians and their appointment to hospitals could be effected at once. They should attend out-patients and have beds at their disposal. They should see all classes of cases, but should be relieved of all operative work. The surgeons, on the other hand, would refer their medical cases to the physician. This would provide a larger number of ophthalmic men to deal with the ever-increasing mass of ophthalmic work. This svstem would, I believe, be of advantage both to the physicians and surgeons, both in hospital and private work, and would redound to the credit and advancement of ophthalmology.
(The discussion was adjourned to the meeting of December 3, 1919.)
